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Eriterocorcrrs avium, has rarely been reported as a human 
pathogen. Having reviewed the literature, Patel et a1 
reported nine cases of E. aviirm bacteremia. These 
enterococcal bacteremia episodes were usually poly- 
microbial and associated with gastrointestinal diseases 
[ 1 ,?I. Recently a case of E. avirim bacteremia secondary 
to a venous thrombosis was described [3] .  
We can now report a case of E.  avium osteomyelitis 
with pyarthrosis of the right femur. To our knowledge, 
this is the first case of osteomyelitis with this pathogen. 
A 94-year-old man was hospitalized on 31 August 1996 
with fever and pain in the right thigh. A total hip joint 
had been implanted 10 years earlier, but was removed 
2 years ago due to instability. O n  admission, the 
radiologic examinations revealed signs of osteomyelitis 
in the upper part of the femur with a discrete 
pyarthrosis. C reactive protein (CRP) was elevated 
(81 mg/L; normal, less than 5 mg/L) but other labora- 
tory values were normal, including white blood cell 
counts. From the aspiration of the hip, E. avium was 
isolated which, though sensitive to penicillin G, amoxy- 
cillin, imipenem, erythromycin and ciprofloxacin, was 
resistant to cefazolin, ceftriaxone and netilmicin. The 
portal of entry remains unclear, but is probably gastro- 
intestinal. We found no echocardiographic evidence for 
endocarditis and all blood cultures remained sterile. 
Therapy with ciprofloxacin by mouth (500 mg b.d.) was 
initiated; this was followed by a progressive decrease in 
fever and pains until the patient could walk on crutches. 
He was dismissed on 29 September with ciprofloxacin 
by mouth (500 mg b.d.) and a slightly elevated C R P  
(31 mg/L). The patient was examined 14 weeks later 
on 29 January 1997; his general condition was good, 
without fever and pains and the CKP had returned to 
normal (5 mg/L). Since his dismissal from the hospital 
he has been living in a nursing home, and he can still 
walk on crutches. 
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